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Feasibility of guidelines for the
management of threatened miscarriage
in general practice/family medicine

Margot Fleuren, Dirk Wijkel, Marten de Haan, Richard Grol, Fons Sips

Objectives: To determine the feasibility in daily prac-
tice of guidelines on threatened miscarriage for general
practice. The guidelines on threatened miscarriage
were issued in 1989 by the Dutch College of General
Practitioners.

Methods: Prospective recording of appointments by 86
general practitioners (GPs) m the Netherlands, who
agreed to adhere to the threatened miscarriage guide-
lines. Interviews with the GPs after the recording
period of 12 months. Adherence to each recommenda-
tion and reasons for non-adherence were measured.
Results: 75 GPs actually recorded 251 patients. The
GPs adhered to most recommendations in the guide-
lines except as regards carrying out physical examin-
ations at both first appointment and follow-ups.
Reasons for non-adherence with the physical examin-
ations were mainly based on the GP’s criticism of these
recommendations. Scarcely anyone adhered to the
recommendation on follow-up appointments after ten
days and a counselling consultation after six weeks.
The GP’s criticism of these recommendations, and the
patient’s wishes were inentioned as reasons for non-
adherence. In 9% of the cases, the GP’s policy was
overridden either by the patient arranging an ultra-
sound scan via a locum or a midwife, or by the obstet-
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rician taking control after the GP had requested an
ultrasound scan.

Conclusions: In daily practice, care providers may
encounter obstacles in adherence to guidelines. As for
the threatened miscarriage guidelines, the GP’s criti-
cism of the guidelines was an important reason for
non-adherence, followed by the situation of the spe-
cific patient (such as medical history) and the patient’s
wishes. Furthermore, poor collaboration between GPs,
midwives and obstetricians was another obstacle in
adherence. Those recommendations that are most
often not adhered to should be reviewed. Furthermore,
to reduce conflicts about ultrasound scans and refer-
rals, agreement on policy on threatened miscarriage
should be established between GPs, midwives and
obstetricians.

Eur | Gen Pract 1998;4:11-7.

Keywords: imminent miscarriage, threatened miscar-
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Introduction

Approximately 10% of all pregnancies end in a recognised
spontaneous miscarriage before completion of the 16th
week of gestation, with vaginal bleeding usually appear-
ing as the first sign."” However, there can be other causes
of the blood loss, such as cervical erosion or cervical polyp.
In a large number of cases, bleeding in the first trimester
occurs for no apparent reason.’ Vaginal bleeding in preg-
nant women is consequently often labelled as threatened
miscarriage. Several studies show that threatened miscar-
riage is a stressful event, and the psychological sequelae
can be enormous.** Therapeutic measures are of no.value,
but providing information and guidance seem to be im-
portant aspects when dealing with threatened miscar-
riage.**’

Obstetric care in the Netherlands is mainly provided in pri-
mary health care by independent midwives and general
practitioners (GPs). Only high-risk patients are referred to
an obstetrician. Symptoms of threatened miscarriage are
generally not considered an indication for referral to an
obstetrician because a miscarriage is usually a self-regulat-
ing process.® When there are no complications, such as an
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Table 1. Most important recommendations in the threatened miscarriage guidelines.*

First appointment

GPs should make a diagnosis themselves by doing the following examinations:

- percussion and palpation
- speculum examination
- vaginal examination

In case of a threatened miscarriage GPs should wait and see, which means:

- explain situation and, if possible, give reassurance
- no ultrasound scan
- not refer the patient to an obstetrician

GPs should make a follow-up appointment after 10 days. However, if biood loss or pain increases, if the woman has a fever or is anxious,

then she should contact the GP immediately.

Follow-up appointment

GPs should carry out the following examinations:
- speculum examination
- vaginal examination
in case of a complete miscarriage GPs should:
- explain situation
- not use ultrasound scan
- not refer the patient to an obstetrician

In case of an incomplete miscarriage i.e. if the woman is still losing blood, GPs should:
- make an ultrasound scan themselves i.e. without referring to an obstetrician

In case of an intact pregnancy GPs should:
- not use uitrasound scan _
- not refer the patient to an obstetrician

Care after the miscarriage

GPs should plan a counselling consultation six weeks after the miscarriage. GPs should only refer to an obstetrician after three or more con-

secutive miscarriages to find out why the woman miscarried.

* A translation of the guidelines in English, French, German or Spanish is available at the Dutch College of General Practitioners, PO Box 3231, 3502 GE Utrecht, the Netherlands.

ectopic or a molar pregnancy, the woman can stay under
guidance of her GP or midwife. However, over the years
there has been a shift towards hospital treatment; in 1960
only 52% of general practice patients with symptoms of
miscarriage were referred, as against 83% in 1987.%° In
hospital, a miscarriage is generally treated by curettage. In
the case of an uncomplicated miscarriage, there is no in-
dication for this procedure which has both risks and dis-
advantages.” It leads to a generally self-regulating process
being medicalised.

In 1987, the Dutch College of General Practitioners de-
veloped a guideline policy programme to improve the qual-
ity of general practice. The guidelines are published in the
Dutch scientific journal ‘Huisarts & Wetenschap’ for GPs
and about 85% of all GPs receive the guidelines in this
way.!! One of the first guidelines to be developed was on
threatened miscarriage.® The majority of recommendations
are based on scientific evidence. Two obstetricians were
involved, giving comments on the guidelines before pub-
lication. The guidelines include recommendations for pa-
tient history taking and diagnostic and therapeutic man-
agement for first and follow-up appointments (table 1).
A survey among GPs and midwives showed that most of
thern accepted the guidelines, whereas obstetricians did
not.>"

One of the major problems with guidelines in general is
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their implementation; GPs do not automatically adhere
to them.** Various factors may cause this non-adherence,
such as problems relating to the nature of the guidelines,
the characteristics of the GP, or the setting in which the GP
works.*" Several authors stress the importance of research
to evaluate guidelines. Even if they are evidence-based,
their feasibility in daily practice has to be studied.?*”
Knowing the obstacles that prevent a successful implemen-
tation is a starting point in identifying solutions to the
problem.** We studied the feasibility of the threatened
miscarriage guidelines by investigating the extent to which
GPs adhered to them and what reasons they had for non-
adherence.

Methods

Subjects

From a representative group of GPs who had participated
in a study on the acceptance of the threatened miscarriage
guidelines,? we selected those who reported seeing more
than three women with threatened miscarriage each year.
We sent them the complete guidelines. The inclusion cri-
teria for the study were: the GPs should accept the guide-
lines, at least the recommendations regarding referrals,
ultrasound scans, and physical examinations; they should
be willing to adhere to the guidelines for twelve months
and record all patients they saw with threatened miscar-
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riage; if the GP worked in a joint practice, all colleagues
should meet the previous criteria. Fifty GPs and 36 col-
leagues met the criteria.

Training

The GPs received training beforehand, given by a GP and
aresearcher (first author), during which all the recommen-
dations were discussed. The GPs prepared two case his-
tories, and several cases from their own practice were dis-
cussed. Strategies for adherence were provided when the
GP’s customary management of threatened miscarriage
seemed to differ from the policy outlined in the guidelines.

Procedure

From 1993 to 1994 a prospective study, based on GPs
records, was carried out. For a period of twelve months,
the 86 GPs recorded on a special record form all patients
with blood loss or pain before completion of 16 weeks’
gestation; also recorded were other symptoms that might
indicate threatened miscarriage, such as not feeling preg-
nant any more, fear of miscarriage or absence of foetal
heartbeat on a routine ultrasound scan. Only new episodes
were recorded. The GPs recorded every appointment dur-
ing surgery hours, every phone call and every home visit.
They recorded such topics as history taking, diagnostics,
diagnosis, treatment and policy regarding the follow-up
care.

Following this period of twelve months, every patient was
discussed in a telephone interview with the GP, support-
ed by the record forms and patient’s charts. GPs were
asked their reasons for non-adherence to the guidelines for
each recommendation. A researcher (first author) conduct-
ed the interviews. All answers given by the GP were noted
and transcribed directly after the interview.

Variables and analyses

Two researchers analysed adherence to the guidelines. For

this purpose, a code list was developed by the two research-

ers and two GPs on the basis of the guidelines. The two re-

searchers independently coded the recommendations of 30

randomly chosen record forms to assess their reliability. A

coefficient of agreement of 0.76 was obtained (Cohen’s

kappa adjusted for chance). The reasons for non-adher-
ence that the GPs gave during the interview were divided
into four main categories,'** relating to:

e the GP him/herself: lack of knowledge or skills; general
attitude, for example, tendency to refer patients in gen-
eral; criticism of specific recommendations; specific pa-
tient situation, for example, the obstetric history;

e other care providers: colleague GPs; midwives; obstetri-
cians;

e the patient: wishes or pressure; compliance;

e the setting: organisational problems, for example, lack
of ultrasound scan facilities.

GPs’ answers were assigned by three researchers to the

various categories on a consensus basis. Only those cat-

egories to which an item was related are presented; the
number of items within one category is not presented. Fur-
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thermore, only those reasons for not adhering to the rec-
ommendations which related to diagnostics and policy
were recorded, as these seemed to be the most important.
The results will be presented at patient level, but adherence
was also examined at GP level.

Results

Among the 86 GPs, 11 recorded zero patients. The remain-
ing 75 GPs recorded 251 patients; a mean of 3.3 patients
per GP. The main reason for those not submitting patient
records was that the GPs concerned did not see any pa-
tients with symptoms of threatened miscarriage. The
breakdown in terms of age, gender and membership of the
Dutch College of General Practitioners showed that the re-
spondents corresponded to the national GP population.”
However, more GPs from group practices were involved
in the study; 35% in the study group compared with 19%
at the national level (X*-test, p<0.01).

The mean age of the patients included was 29.6 years
(sd=5.0; range=16-43). The patients were older than the
national population of pregnant women (X*-test, p<0.001).
No data are available at national level with regard to the
percentage of women who have a miscarriage relating to
their age.* The mean duration of the pregnancy at the first
appointment was 8.6 weeks (sd=2.5; range=4-16). Of these
patients, 67% had been pregnant before and 32% had suf-
fered one or more previous miscarriages. The main reasons
for patients contacting the GP were blood loss (94%), anx-
iety or not feeling pregnant any more (29%) and pain
(24%). The mean number of recorded appointments was
2.6 (sd=1.3; range=1-8).

Adberence to the guidelines

Although most recommendations were adhered to (table
2), adherence was low for carrying out physical examin-
ations at both first and follow-up appointments. Follow-
up appointments were often not made after the advised
period of ten days; among those patients in which the rec-
ommendation was not adhered to, 64% had been recalled
within seven days and 36% after 15 days or not at all. The
GPs also did not adhere to the advice on providing in-
formation about the cause and treatment of threatened
miscarriage, or to the advice on giving patients instructions
to make contact again if the pain increased, if they had a
temperature or if they were worried. Finally, in the ma-
jority of cases counselling consultations following the mis-
carriage did not take place.

Reasons for non-adberence

Table 3 shows the categories of reasons the GPs gave for
non-adherence to the recommendations.

In general, criticism of a specific recommendation was
mentioned most often as a reason for non-adherence then
the situation of the specific patient, the patient’s compli-
ance and the patient’s wishes. However, this sequence dif-
fers in each recommendation.

The most frequently mentioned reasons for non-adherence
as regards physical examinations at the first appointment
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Table 1. Most important recommendations in the threatened miscarriage guidelines.*

Recommendation Intervention Adherence (%)
Patient history questions + feeling pregnant 85
+ volume of blood loss 99
+ duration of blood loss 97
+ nature of blood loss 92
+ loss of tissue 46
+ duration of pain 87
+ nature of pain 89
+ feeling ill 71
+ having a temperature 64
Diagnostics first appointment + percussion or palpation 49
) + speculum examination 67
+ vaginal examination 63
- ultrasound scan 93
Information first appointment + cause 63
+ course 83
+ treatment 50
Policy first appointment - referral to obstetrician 94
- - medication 99
- curettage ) 100
+ follow-up between 7-14 days* 58
Instructions first appointment - bed rest 98
- collect blood clots 100
+ appointment if pain increases . 63
+ appointment if blood loss increases 72
+ appointment if having a fever 47
+ appointment if worried 34
Diagnostics follow-up 7-14 days + percussion or palpation* 26
+ speculum examination* 39
+ vaginal examination* 39
Diagnostics follow-up appointments - ultrasound scan** 86
Policy follow-up appointments - medication** 97
- referral to obstetrician** 95
Counselling after miscarriage + took place 3-6 weeks afterwards*** 12

+ Is advised unless there are complications as specified in the guidelines
Is not advised unless there are complications as specified in the guidelines

*  n=235; 16 patients are excluded as their first appointment was within 7-14 days after the symptoms started

** n=201; 50 patients had no follow-up appointments
***'n= 167. 84 patients had an intact pregnancy

related to the GP’s criticism of the recommendations, for
example, ‘it provides no additional information for patient
history’, ‘the patient had minor symptoms’ or ‘I only carry
out an examination when I suspect an ectopic pregnancy’.
Other reasons related to the specific situation of the pa-
tient, for example, ‘the patient was going to have an ultra-
sound scan anyway’. Furthermore, some GPs said that
their colleagues acting as locums had not carried out the
examinations. More than one third of the GPs mentioned
that criticism of these recommendations had played a role
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with at least one of their patients.

As regards planning a follow-up appointment, most rea-
sons for non-adherence again related to the GP’s criticism
of the recommendation; they either thought the period was
too long or that a follow-up was not necessary. Further-
more, the patient’s specific situation was mentioned, such
as, ‘the patient had to return immediately after an ultra-
sound scan was made anyway’.

The patient’s wishes had also played a role: ‘the patient
wanted an ultrasound scan. To prevent her from going to
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hospital on her own initiative, I let her come back the next

day’. Again, more than one third of the GPs said that criti- -

cism of this recommendation had played a role in non-ad-
herence with at least one of their patients.

Reasons for not carrying out the physical examinations
at the follow-up appointment mainly related to the GP’s
criticism: ‘I only examine the patient when she is losing
blood or suffering pain because this indicates a compli-
cated miscarriage’. Furthermore, the patient’s compliance
was mentioned, for example, ‘the patient did not show up
at the follow-up appointment’. Finally, the situation of the
specific patient had played a role, such as, ‘there was a clear
diagnosis because the patient had been given an ultrasound
scan’. More than half of the GPs reported criticism of this
recommendation with at least one of their patients.

The main reasons for not holding a counselling consult-
ation again related to the GP’s criticism of the recom-
mendation, such as, ‘T had already discussed this on other
occasions’ or ‘I don’t think patients need this’. But the
patient’s wishes or the compliance were also mentioned,
for example, ‘the patient didn’t want it’. More than half of
the GPs mentioned criticism of this recommendation with
at least one of their patients.

Patient requests were frequently mentioned as a reason for
performing an ultrasound scan or for referral to an obstet-
rician, for example, ‘her boyfriend threatened me, so I re-
ferred her’.

In 22 cases the GP reported that his own policy had been
overridden. Eight patients wanted an ultrasound scan and
arranged it, without the GP’s knowledge, by going to a
midwife (n=4), or to hospital (n=3) or to a colleague act-
ing as a locum (n=1). Another two patients went to hos-
pital on their own initiative to see an obstetrician. Further,
in 12 cases in which the GP had requested an ultrasound
scan on his own authority, i.e. without a referral, the ob-
stetrician nevertheless assumed control.

Discussion :

Our study shows that the threatened miscarriage guide-
lines are only feasible to some extent. In daily practice GPs
are confronted with several obstacles hindering success-
ful implementation of these guidelines. In general, four
main obstacles can be distinguished. First of all, criticism
of a recommendation by the GP. Secondly, the patient spe-
cific situation (such as obstetric history), followed by the
patient’s wishes for a different policy. Finally, a difference
in management between (colleague) GPs, midwives and
obstetricians, impeding the individual policy of the GP.
The following recommendations in the threatened miscar-
riage guidelines do not seem feasible as they are frequent-
ly not adhered to. Adherence is low as regards physical
examinations at both first and follow-up appointments,
planning a follow-up appointment after ten days and hav-
ing a counselling consultation six weeks after the miscar-
riage. Criticism of these recommendations is frequently
mentioned as a reason, though the patient’s compliance or
wishes also play an important role. More than one third
of the GPs reported that criticism of these recommenda-
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tions had played a role with at least one of their patients.
Several recommendations on providing information and
giving instructions are not adhered to, such as information
about the cause and possible treatment of threatened mis-
carriage or instructions to contact the GP if the patient is
worried. These results are noteworthy as providing in-
formation and guidance are important aspects in the treat-
ment of threatened miscarriage. We did not ask the GPs
explicitly about their reasons. Nearly one third of the pa-
tients had suffered a miscarriage before. This could have
been a reason for not giving detailed information or in-
structions; these patients might have already been in-
formed.

The recommendations on neither performing an ultra-
sound scan nor referring if there are no complications seem
feasible from the GP’s viewpoint, as they are generally ad-
hered to. However, patients, midwives and obstetricians
do not always share this view. In 9% of the cases, the GP’s
policy was overridden either by the patient arranging an
ultrasound scan without the GP’s knowledge or by the ob-
stetrician assuming control.

This study has some limitations. In the first place, the par-
ticipating GPs are not representative of the national GP
population because they were self selected as having ac-
cepted the guidelines in principle. This is of minor concern
as we investigated the feasibility of the guidelines. The ar-
gument runs that if these motivated GPs are not able to ad-
here to the guidelines, other less motivated GPs will not be
able to either. One may assume that, at national level, ad-
herence will be even lower. Secondly, the fact that many
reasons for non-adherence related to the GPs themselves
may be because it was they who were interviewed. If the
patient had been interviewed, this would probably have re-
vealed more patient-related reasons. Finally, the large
number of reasons relating to criticism of the recommen-
dations seem to be inconsistent with the fact that the GPs
were selected as having accepted the guidelines. However,
acceptance does not in general rule out criticism of specific
recommendations. Furthermore, acceptance occurs in the
mind. In actually trying to put the guidelines into practice
one may, on second thoughts, not agree with them. Final-
ly, the interview at the end of the twelve-month pertod
might have caused some recall problems. However, there
are no indications that recall bias may have played a role
in this study. As the incidence of threatened miscarriage in
GP practice is fairly low, and it is quite an emotional event,
most GPs could easily recall cases. Furthermore, during the
interviews the GPs referred to copies of the record forms
and patients charts, so they were easily able to remember
what had happened to the patient and why they had acted
in a specific way.

What is to be done with these results? First of all, we sug-
gest that the Dutch College of General Practitioners should
critically review the recommendations relating to physical
examinations, as many GPs reported that it added noth-
ing to patient histories, and that the results were not al-
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Table 3. Number of reasons the GPs gave for not adhering to the recommendadtions

for the fust and follow up appointments.

GPs Other care Patients Setting  Total
providers
Knowledge General  Criticism Specific GP Midwife  Wish Compliance Organisation
of skills attitude recommen-  patient obstetrician
dation situation
Diagnostics first
appointment
+ percussion or palpation 15 10 79 12 12 0 4 2 0 134
+ speculum examination 6 6 44 12 7 0 7 2 3 87
+ vaginal examination 11 7 47 12 1 0 5 2 1 96
- ultrasound scan 1 0 3 0 0 1" 0 0 20
Policy first appointment
- referral to obstetrician 0 0 1 2 6 0 0 17
- curettage 0 0 1 1 0 0 0 0 2
+ follow-up 7-14 days 0 9 46 2 13 1 17 0 4 111
Diagnostics 7-14 days
+ percussion or palpation 5 3 89 30 1 8 2 35 4 177
+ speculum examination 1 4 59 29 1 8 2 35 4 143
+ vaginal examination 1 3 60 30 1 8 2 35 4 144
Diagnostics follow-up
appointments
- ultrasound scan 9 5 3 0 1 17 0 0 41
Policy follow-up appointments
- referral to obstetrician 1 » 1 1 o] 0 6 0 0 10
Counselling after miscarriage
+ took place 3-6 weeks
afterwards 0 il 7 0 0 27 28 2 146
Total 50 59 504 170 50 28 106 139 22 1128
* More than one reason could be mentioned
+ Is advised unless there are complications as specified in the guidelines
- Is not advised unless there are complications as specified in the guidelines
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